Some may be reassured by the assertion that their heart appears sound, but continuing symptoms without apparent alternative explanation from their physician usually results in continued concern and doubt.5 Rarely, a cause may become apparent as the history, or signs of a musculoskeletal disorder such as costochondritis, evolve. An occasional patient has cholelithiasis, or other intra-abdominal disease. Endoscopy will show oesophagitis in some, or the symptoms may be provoked by a Bernstein oesophageal acid perfusion test: in selected cases it may be necessary to monitor distal oesophageal pH with an oesophageal pH probe in order to confirm suspected gastro-oesophageal reflux. Yet in most gastroenterologists' experience the large majority of these patients cannot be shown to have any of these disorders.
There is at present a renewed wave of awareness that oesophageal dysmotility may cause chest pain. It should come as no surprise that the gullet might cause pain perceived in the chest wall, nor that the pain may closely mimic ischaemic heart disease, as the heart and oesophagus share a common innervation. A history of dysphagia is a strong pointer to oesophageal pathology and this symptom should be specifically sought, because intermittent mild difficulty with swallowing is often not volunteered when overshadowed by chest pain and concern about a possible cardiac cause. In the United States 'non-cardiac chest pain' has surpassed all other causes of referral for oesophageal manometry and gastroenterologists are asked to provide the answers that account for the patients' symptoms. We are becoming painfully aware that we often do not have the answers and find ourselves groping for various diagnostic techniques. We arrived at our present position from the observation that patients with oesophageal 'spasm' may experience chest pain indistinguishable from cardiac pain. This, coupled with the blossoming of oesophageal manometry laboratories throughout the United States has led to an explosion in the use, and possibly abuse, of these tests. In the United Kingdom generally, recognition of the clinical need for oesophageal manometry has been slow and perhaps cardiologists here have been less forward in referring their 'albatross' patients. One hopes that the 'albatross' patient may not be encountering the 'ostrich' gastroenterologist! We should perhaps, take a hard look at some of the questions that presently haunt us in approaching these patients, for in all fairness, they may present as many questions azs there are answers. WHAT There are, again, some data available to answer this question.618
Incidence figures for oesophageal causes for non-cardiac chest pain depend on whether one attempts to exclude patients with abnormal gastrooesophageal reflux. In one study of patients discharged from a coronary care unit in whom cardiac disease had been reasonably excluded, oesophageal disease was felt to be the cause of chest pain in one-half of the patients." There were, however, a large number of patients with gastro-oesophageal reflux in this series. When patients with reflux are excluded, the prevalence of oesophageal abnormality as a cause of non-cardiac chest pain varies from 18-58%. In our own study of such patients, oesophageal dysmotility was shown in 45% of patients.24 These data indicate that there is a high prevalence of abnormal oesophageal motility in patients with chest pain believed to be of non-cardiac origin.
DOES THE OESOPHAGEAL MOTILITY DISORDER CAUSE THE CHEST PAIN?
This is obviously one of the most crucial questions and one of the most difficult to answer. Most patients report that they have intermittent episodes of pain and are rarely obliging enough to experience the pain during the manometric motility study. When this does occur, the simultaneous occurrence of pain and oesophageal dysmotility enables a more certain diagnosis to be established. There is no way to be sure, however, that the chest pain is due to abnormal motility if the patient is asymptomatic at the time of testing. There is also no way of being certain that any motility disorder shown is the same as that which occurs when the patient has the pain. 
